Integrated care programmes are increasingly being put in place to provide care to older people living at home. However, knowledge about further improving integrated care is limited. In fourteen integrated care sites in Europe, plans to improve existing ways of working were designed, implemented and evaluated to enlarge the understanding of what works and with what outcomes when improving integrated care. This paper provides insight into the existing ways that the sites were working with respect to integrated care, their perceived difficulties and their plans for working towards improvement. The seven components of the Expanded Chronic Care Model provided a conceptual framework for describing the fourteen sites. Although sites were spread across Europe and differed in basic characteristics and existing ways of working, a number of difficulties in delivering integrated care were similar. Existing ways of working and improvement plans mostly focused on three components of the Expanded Chronic Care Model: delivery system design; decision support; self-management. Two components were represented less frequently in existing ways of working and improvement plans: building healthy public policy; building community capacity. These findings suggest that broadly-based prevention efforts, population health promotion and community involvement remain limited. From the Expanded Chronic Care Model perspective, therefore, opportunities for improving integrated care outcomes may continue to be restricted by the narrow focus of developed improvement plans.
Introduction
An increasing number of older people with complex needs live in their homes and communities into their later lives. Their complex needs require multidisciplinary collaboration to optimise the effectiveness of assessment and care coordination processes. Integrated health and social care models appear to provide promising approaches for organising continuous, person-centred care for older people with complex needs living at home [1] [2] [3] [4] [5] [6] . We define integrated care as those initiatives that proactively seek to structure and coordinate care and support around older people's needs and in their home environments [3] [4] [5] [7] [8] [9] [10] . Numerous integrated care initiatives targeted at older people have been implemented in a wide range of settings and contexts, in and outside Europe [11] [12] [13] [14] .
Integrated care delivery is expected to have a positive impact on the quality of care and outcomes for older people, including improved satisfaction with care [15, 16] and psychological health or wellbeing [17] . However, empirical evidence for the effectiveness and cost-effectiveness of integrated care is still inconclusive, partly due to the heterogeneous nature of the integrated care sites and/or the use of different outcome measures [5, 18, 19] . In addition to implementing new care models, literature shows that improvements to existing services are necessary to enhance their effectiveness and further improve integrated care [12, 18, [20] [21] [22] [23] . This also includes the need for a greater focus on population health promotion in integrated care programs for older people [24] . Yet, knowledge of how to implement such improvements successfully remains limited, as is knowledge of how to transfer good practices and experiences to other contexts [25] . This paper reports from the cross-national research project 'SUSTAIN' (Sustainable Tailored Integrated Care for Older People in Europe) [26] , which aims to address the above challenges and to accelerate improvements in integrated care for older people. In the project, established integrated care sites for older people agreed to work with SUSTAIN researchers to develop and implement plans designed to improve their existing ways of working. Throughout the project, SUSTAIN researchers followed up and evaluated the design and implementation processes and outcomes of improvement plans for each site, of which findings were reported elsewhere [27] [28] [29] [30] [31] [32] [33] . Through studying different types of integrated care sites across different European countries and settings together, the SUSTAIN project aimed to enhance understanding of what does and does not work and with what specific outcomes for integrated care across a rich and varied field of practical examples. Thereby, SUSTAIN intends to provide the basis for the transfer and application of learning about improving integrated care across Europe and elsewhere.
In order to understand outcomes and progress of implementing improvements in the integrated care sites, as a first step, insight into the existing ways of working of the sites and content of their improvement plans is essential. The aims of this paper are therefore: (i) describing and comparing the characteristics and existing ways of working of the integrated care sites participating in SUS-TAIN, (ii) describing and comparing perceived limitations in their existing ways of working, and (iii) describing and comparing the content of improvement plans drawn up by each integrated care site in SUSTAIN.
Methods

Study design
Fourteen established integrated care sites were selected -and agreed -to participate in the SUSTAIN project. The integrated care sites were located in seven European countries: Austria, Estonia, Germany, Norway, Spain, the Netherlands and the United Kingdom. Criteria for their selection included a primary focus on older people living at home with complex needs and the involvement of professionals from multiple health and social care disciplines. In addition, sites should be willing and committed to improve their current practice by working towards more person-centred, preventionoriented, safe and efficient care [26] . Prior to the start of the project, SUSTAIN researchers invited integrated care sites in their countries, known to be committed to improving existing ways of working, to participate in SUSTAIN. Most sites had a longstanding partnership with one of the SUSTAIN researchers.
Local SUSTAIN research partners collaborated with the sites in each country to design and eventually implement improvement plans over an 18-month period. Improvement plans were co-created by local stakeholders and SUSTAIN researchers, and shaped by local stakeholder priorities to improve current practice in their own site. No additional resources were made available from the SUSTAIN project to contribute to funding for the costs of implementing the plans in the sites.
The SUSTAIN project team comprised two groups of research partners: 1) seven country-specific research teams, who facilitated improvement processes in two sites per country each by bringing local stakeholders together and supporting the design and implementation of improvement plans. Country-specific research teams were also responsible for monitoring the processes associated with designing and implementing local improvement plans, and evaluating how the sets of improvements impacted on care for older people, also referred to as 'site-specific evaluations'; and 2) a group of research partners responsible for the 'overarching analysis' through which findings from site-specific evaluations undertaken in the fourteen sites were compared and contrasted to identify recurring patterns in the design and implementation of integrated care improvements [34] . The latter team also led the drafting of this paper.
Data analysis
To obtain insight in the existing ways of working and characteristics of the sites, their perceived limitations and the improvement plans, all country-specific research teams were responsible for data collection and analysis in their own sites. They performed this in their own language. Based on these site-specific evaluations, they produced three sets of documents in English. As such, for each individual site, the following documents were produced: (i) Baseline reports: providing insight into the characteristics of each integrated care site, their perceived difficulties and limitations regarding their existing ways of working, and potential areas for improvement [35] . (ii) Project plans: providing details on the content and implementation of the improvement plan. The plans included the sites' ambitions and rationale for improving current practice, together with the actions and resources required to implement it. (iii) Flow charts: depicting the existing way of working and how the improvement plan would modify it.
The three sets of documents were built on qualitative and quantitative data gathered from the sites using different data sources. Data sources included interviews (with older people receiving services, informal caregivers, professionals and managers), researchers' field notes, minutes of workshop meetings, and structured templates for uniform description of the sites and the improvement plans completed by SUSTAIN researchers and local stakeholders from the sites. More information on the principal methods used for collecting and analysing site-specific data for the purpose of the three sets of documents can be found in an online Appendix A. Because of language barriers, the group of research partners responsible for the 'overarching analysis' was not able to analyse site-specific data. They instead carried out content analysis of the three sets of documents produced for each site by the country-specific research teams for the current paper. The overarching analysis team reviewed all documents to describe, compare and contrast the characteristics and existing ways of working of the integrated care sites, their perceptions of difficulties and limitations regarding their current practice, and the content of improvement plans of those sites.
In the content analysis, the Expanded Chronic Care Model (ECCM) was used to provide a conceptual framework for analysing and comparing the existing ways of working and the improvement plans of the fourteen individual sites in a consistent and systematic way. The ECCM is a development of the Chronic Care Model (CCM), where the latter is a well-known model that describes the essential elements of a proactive health system capable of improving the quality of care for people with chronic diseases [3, 36, 37] . The CCM focused on four components of integrated working: selfmanagement support; delivery system design; decision support; and clinical information systems. Barr et al. argued that the CCM was developed within a too narrow paradigm and that it should be extended to incorporate a broadly-based focus on prevention by including the social determinants of health, and the principles of health promotion as well as clinical prevention services [7] . As a result, Barr et al. developed the ECCM by adding three further components: build healthy public policy; create supportive environments; and build community capacity [7] .
The ECCM was used for analysing existing ways of working and contents of improvement plans. This sought to provide insight into the extent to which existing ways of working and the improvement plans of the different sites were in alignment with the conceptualisations and ambitions of the ECCM. For the purpose of this study, the components of the ECCM were adopted to provide a common framework for identifying core characteristics of the fourteen integrated care sites. The descriptions of the components of the ECCM from the original research were subject to limited revision for adoption within the SUSTAIN project with its specific focus on care and support for older people living at home with complex needs (Table 1) [7] . The ECCM was not used as the basis or criteria for designing the improvement plans.
For this study, content analysis was conducted in different steps, based on both a deductive and inductive approach:
(i) Relevant data on the existing ways of working and the improvement plans were extracted from the three sets of documents. Information about the existing ways of working and the content of the improvement plans for each site were coded according to the individual ECCM components (i.e. deductive approach): self-management support; delivery system design; decision support; clinical information systems; build healthy public policy; create supportive environments; and build community capacity. Coded data allocated to each ECCM component were then examined in order to identify and define recurring patterns in the activities across the sites. Within each ECCM component, activities were then clustered into a number of main activities (per ECCM component) to facilitate data interpretation (i.e. inductive approach). These main activities will be described in the Results section (and the Tables). (ii) Also relevant data on the perceived difficulties were extracted from the three sets of documents. Data were then examined in order to identify and define recurring patterns across the sites (i.e. inductive approach). The difficulties were clustered into five subcategories, which are described in the Results section.
The results obtained from this analytical process were reviewed by two members of the research team responsible for the overarching analysis (AS and GW). After the initial analyses were conducted, AS consulted members of the country-specific research teams to verify their interpretation of site-specific analysis results. This was done by sharing and discussing the tables with interpreted data with the members of these country-specific research teams at two time points. These consultations took place face-to-face (first iteration) and by e-mail and telephone calls (second iteration). Based on these consultations, AS and GW restructured and supplemented the analyses where necessary.
Results
Characteristics and existing ways of working of integrated care sites
The integrated care sites provided different types of care and support services including home nursing and rehabilitative care, proactive primary care for frail older people, dementia care, care for older people being discharged from hospital, and palliative (end of life) care ( Table 2) . Care settings and the type and number of providers varied across sites. Some consisted exclusively of medical professionals, whereas others involved broadly equal numbers of health and social care professionals. Staffing patterns were broadly similar in individual sites providing the same types of care and support services. For instance, in all proactive primary care sites, at least one GP and one (practice) nurse were involved.
Differences between sites were observed in the numbers and combinations of ECCM components identified in their existing ways of working (Table 3 ). Only two sites (SUR and SØN) included all seven components of the ECCM model, six (GPC, CPC, OSO, SAB, GCM and HF) included five or six out of seven ECCM components, two (RMZ and PB) included three or four components, and four (ACC, MED, WICM and O75) included only one or two components.
Differences were also observed in the types of ECCM components identified in the categorisation of existing ways of working. The components delivery system design and self-management were identified most often. All sites included actions or activities related to the delivery system design component. These were primarily associated with the establishment of multidisciplinary teams and the specification of the latters' internal operating processes, such as needs assessments and joint care planning mechanisms. Sites in proactive primary care were similarly underpinned by an emphasis on systematic needs assessment and case conferences. Self-management was primarily operationalised through the provision of information and advice to older people, and by involving them in care planning to promote shared decision-making. A number of rehabilitative care sites were specifically focused on strengthening personal capabilities to live independently at home. Most sites aimed to create supportive environments in the home, primarily through home safety assessments, providing assistive equipment (e.g. mobility aids) and installing adaptations to the physical environment of the home (e.g. raised toilet seat). About half of the sites addressed the ECCM components: build and strengthen community capacity and action; decision support; and build healthy public policy. Collaborations with community groups (for instance a patient advocacy organisation, other voluntary organisations and churches) were being developed to build and strengthen community capacity and action. Actions to provide decision support primarily focused on training and advice to professionals and volunteers within the site as well as to external stakeholders (e.g. health and social care professionals providing care and support to people with dementia). To build healthy public policy, the sites aimed to influence national or regional health Table 1 Components of the Expanded Chronic Care Model [7] .
Components of the ECCM Description
Self-management/develop personal skills Support of self-management in coping with problems older people may experience in different domains (spheres) of their lives (including physical, cognitive, psychological, social and environmental domains) and development of personal skills for health and wellbeing (e.g. self-help groups) Decision support Aligning strategies of all organisations involved (e.g. health care, social care, community and voluntary organisations) for dealing with problems older people may experience in different domains of their lives and supporting their health and wellbeing (e.g. training of staff to work with common tools to systematically assess older people's needs) Delivery system design/re-orient health services
Re-orientation of health services towards adoption of a broader health promotion role alongside the provision of clinical and curative (i.e. medical) services to provide a comprehensive approach to health and wellbeing of older people (e.g. address social determinants of health and provide timely, interdisciplinary care and support as necessary) Information systems Creation of more comprehensive systems for information sharing to include relevant data beyond the health care system (e.g. electronic dossier accessible to all involved care and support organisations) Build healthy public policy Development and implementation of policies designed to improve health and wellbeing of older people (e.g. health and wellbeing impact on older people of all relevant public policies) Create supportive environments Generation of living conditions that are safe, stimulating, satisfying and enjoyable (e.g. efforts to maintain older people in their homes for as long as possible) Build and strengthen community capacity and action Support of community capacity-building so that communities are able to initiate, shape and deliver interventions and environments which directly contribute to their members' health and wellbeing, and strengthening relationships between statutory agencies and community groups and voluntary and charity organisations by collaborating to set priorities and achieve goals that contribute to community health and wellbeing (e.g. collaboration with voluntary and charity organisations).
policies, for instance through participation in national working groups and networks, or by providing service development exemplars through their status as pilot projects. Information systems were in place in some sites. However, none had created a comprehensive information system including all the participating care and support organisations. Instead, professionals from the same sector usually exchanged information about service users using e-mail, electronic messaging systems or electronic patient record systems.
Perceived difficulties in the existing ways of working
Several common difficulties associated with existing ways of working were reported across the fourteen sites during interviews and workshop meetings with local stakeholders from the sites. The importance of the difficulties for the sites was highly context-dependent. Table 4 shows how we clustered them into five categories. The first, mentioned in almost all sites, was the difficulty they encountered in securing coordination and collaboration among the organisations and professionals participating in the site. This category included some very basic barriers such as the absence of sustainable and clear agreements about roles and responsibilities of organisations and their professional staff. In addition, a lack of knowledge about and trust in areas of expertise of different health and social care providers were observed. Co-operation between organisations providing services within the same care setting (e.g. primary care) was considered easier than co-operation between organisations from different care settings. Because of differences in cultures and visions of organisations, stakeholders from some sites specifically reported that collaboration with external stakeholders, for instance with the community and social care sectors, was weak or not yet in place despite the recognised importance of assessing and addressing the broad range of older people's needs.
A second frequently reported difficulty was the lack of information sharing within and between organisations. The absence of shared IT systems or incompatibilities between systems complicated information flows and contributed to restricted levels of communication and collaboration between professionals and organisations. A third difficulty related to limited resources and support, and particularly having to rely on temporary funding for integrated care sites with all the uncertainties about their longer term future which accompanied such funding. Its consequences influenced levels of staff recruitment and retention. Furthermore, financial barriers between the health and social care sectors were perceived as major obstacles for working in an integrated way.
Stakeholders from different sites indicated that these barriers could be partly due to absence of vision on integrated working and commitment to removing or at least minimising financial barriers at national, regional and local levels.
A fourth difficulty flowed directly from the third in the shape of the impact of staff shortages in health and social care. Professionals reported heavy workloads, and saw this factor as one which limited their motivation and capacity to participate in training programmes. A final area of difficulty was in developing better quality person-centred practice. Particular instances included limited communication with older people and their informal caregivers, lack of shared-decision making, and difficulties in tailoring services to the needs and preferences of the older person. Possible explanations given by local stakeholders were professionals' limited time availability and lack of knowledge. The fundamental nature of these limitations suggested person-centred practice in at least a number of sites was at a fairly early stage of development.
Improvement plans
In all sites, local steering groups were set up. Steering groups consisted of stakeholders who participated in the interviews and workshop meetings together with additional local stakeholders whose participation was considered relevant. During one or several meetings, depending on the site, members of these steering groups designed improvement plans with support from country-specific research teams. Sites differed in the extent to which discussing local improvement priorities and designing together improvement plans was a straightforward process. Most sites based their improvement plans on the difficulties they had identified during interviews and workshops with their research partners. However, a small number of sites drafted plans focused on issues that were based on preexisting issues identified by managers before the workshops took place. Table 5 presents twelve improvement plans including their objectives and planned actions and activities for realising them. Two sites decided to withdraw from the SUSTAIN project before the completion of the design of their improvement plan (WICM and CPC). They felt unable to design a plan with a realistic prospect of implementation due to limited staffing, restricted time and a lack of support from stakeholders. Table 5 shows that the objectives of the twelve improvement plans could be grouped according to one of two major emphases: Dementia care To support older people suffering or suspected of suffering from mainly cognitive psychiatric disorders and their informal caregivers to live at home for as long as possible.
• Gerontopsychiatric Centre is affiliated to the Psychosocial Services unit which is part of the municipality in Vienna coordinating care and support services. • Team consists of psychiatrists, psychologists, nurses and social workers, and refers people to a wide range of health and social care organisations providing care and support.
Coordinated Palliative Care (CPC)
Palliative care To provide integrated palliative care services in hospitals and the community to terminally ill people and their family members.
• Coordinated Palliative Care is a coordinating organisation and an organisational unit of the Regional Hospital Holding. It coordinates mobile palliative care teams (MPCTs), which are affiliated to home care organisations and hospitals. • MPCTs consist of physicians, nurses, social workers, therapists, dietitians, volunteers, coordinators and administrators depending on users' needs.
Estonia
Alutaguse Care Centre (ACC) Home nursing and rehabilitative care
To provide a nursing and rehabilitative programme for 21 days to support and enable older people with chronic conditions (e.g. CVD, diabetes) to return to their homes.
• Alutaguse Care Centre staff include nurses, social workers, PT, and professionals providing practical help and support. • Staff consult local family doctors and medical specialists from the hospitals when considered necessary.
Medendi (MED) Home nursing
To provide nursing care at home to improve and maintain people's quality of life.
• Medendi is a home care organisation whose staff include home nurses.
Germany KV RegioMed Zentrum Templin (RMZ)
Rehabilitative care To provide a three-week rehabilitative programme to enable people to live independently at home.
• RMZ Templin is located in an outpatient department in a local hospital and is run by the regional physician association. • RMZ treatment by PT, OT, speech therapist • Professionals involved in the programme are therapists, GPs and case managers.
Pflegewerk Berlin (PB) Home nursing and rehabilitative care
To combine and align discharge management, long-term care, therapies, and case management to support older people to live independently at home. Proactive primary care To support older people with long-term conditions and complex needs to live independently at home for as long as possible and to improve the coordination of care and support around those needs.
• Sandgate Road Surgery is accountable to and funded by the regional Clinical Commissioning Group, which is an organisation that commissions local health care services. • Sandgate Road Surgery (GP practice): management by lead GP, day-to-day running by senior practice nurse; collaboration with community nurse and social services. (i) General improvements to local capabilities for coordination, collaboration and communication with other care and support organisations and especially by enhancing knowledge and understanding of different organisations' roles and responsibilities. Plans focused on both internal and external partners with whom collaboration was seen to be sub-optimal or nonexistent. Examples of activities or actions were: meetings to improve understandings of professionals' roles and working relationships including inter-professional training based on case examples. This focus on improving inter-professional relationships was expected to improve care delivery processes at the clinical level. (ii) The second main approach to improvement in the plans was to focus more directly on improving specific care delivery processes. Some plans concentrated on providing care in a more person-centred way, while others focused on specific aspects of the care process such as improving case management and arrangements for hospital discharge. Other examples included: organising effective meetings between health and social care professionals, older people and their informal caregivers to shape and validate their care plans; and providing rehabilitation services at home instead of in an institution.
Five plans (SUR, SØN, OSO, SAB and O75) covered five out of seven ECCM components, three plans (ACC, PB and HF) covered four components, two plans (GPC and MED) covered three components, and two plans (RMZ and GCM) covered two components. All improvement plans included actions or activities related to delivery system design. These activities included the development of co-operation and communication between staff of different organisations and professions by, for example, conducting joint care reviews and establishing agreements on information sharing for individual patients. Decision support improvements were targeted in most improvement plans and included proposals to adopt new needs assessment templates and joint care planning frameworks to support comprehensive and person-centred ways of working. Training programmes for staff working with such tools were also included in decision support improvements. A smaller number of the improvement plans addressed self-management, strengthening community action, information systems and creating supportive environments. Self-management improvements primarily built on current ways of working such as the provision of information and advice about the availability of local services, and the involvement of older people and their informal caregivers in the development of their care plans. Actions to build and strengthen community capacity and action included developing the capacity and contribution of voluntary organisations to support integrated care. Information system activities included the development or expansion of access to paper-based or electronic patient records for existing and/or new organisations and professionals. Under the heading of creating supportive environments, one project designed a resource map to expand access to advice and information services about neighborhood resources.
Discussion
Summary of results
The aim of this paper was to describe and compare existing ways of working, perceived limitations and plans for improvement among fourteen integrated care sites participating in SUSTAIN. Although the fourteen sites were spread across seven European countries and, to varying degrees, differed in their basic characteristics and existing ways of working, a number of the difficulties and areas for improvement were very similar. In many sites, difficulties were associated with coordination, collaboration and communication (information sharing) between different health and social care providers, together with aspects of funding, staffing levels and person-centred working. Most improvement plans were based on those difficulties, although some plans focused on pre-existing issues already identified by managers from the sites. Similarities in the objectives of improvement plans were also observed. Objectives of improvement plans could be grouped according to two major emphases: 1) improving or expanding inter-professional coordination, collaboration and communication among care and support organisations in order to more fully engage them in the site, and 2) improving the actual care delivery process including more attention to person-centred working.
Understanding these results in the context of the integrated care literature
The difficulties in existing ways of working, as identified in this study, are also observed in other studies as barriers to successful integration of care for older people across Europe [38] [39] [40] [41] . Although knowledge about improving integrated care is yet limited, the aims and activities within the improvement projects were also found in other studies [38, 39, 42, 43] . Coordination, collaboration and com- munication and person-centred working were recognised in the fourteen sites participating in SUSTAIN as frequent shortcomings in their existing ways of working as well as constituting priority themes in most of the improvement plans. In contrast, limited (financial) resources and staff shortages, though frequently mentioned as important difficulties, were not explicitly addressed in the improvement plans. Such issues are more generally within the remit and influence of "higher level" policy-makers and decisionmakers than staff of local projects [41, 44, 45] . The improvement plans' focus on improving person-centred care and better communication and collaborative practice between local stakeholders can, therefore, be considered consistent with their day-to-day experiences of delivering care and the improvement routes open to personnel at their level. Knowledge about the impact of sufficient (financial) resources or lack of (financial) resources on the objectives and content of improvement plans is still limited. Also in our research proposal, financial data or information about funding for integrated working to gain this insight was not included. We suggest it might be a priority for future research on improving integrated care [46] [47] [48] [49] .
The need for improved coordination, collaboration and communication, are also important themes in earlier studies on integrated care [38, 39, 50] . As observed in this and earlier studies, working towards good inter-professional collaboration requires knowledge, understanding and communication about one another's roles, responsibilities and expertise [38, 39, 50] . The joint development of care plans and the opportunities for more frequent communication provided by multidisciplinary meetings can be necessary building blocks for improving collaboration [51] . There is also evidence from other studies, as from this one, highlighting the importance of sharing personal data about individuals' health and wellbeing, and the development of joint care plans across organisational and professional boundaries [52, 53] . In this context, shared data systems or other IT strategies may support communication and patient information exchange [38, 51] . In the SUSTAIN sites, however, data sharing and communication were impeded, as in other programmes, by incompatibilities between IT systems together with data-protection and privacy concerns. Overcoming these challenges has been found to be difficult in earlier studies [38, 50] . However, increasing attention to digital solutions in care may generate more technical options and support for shared data systems and other information technology that enable communication and knowledge transfer in integrated care. Policy-makers should therefore concentrate on technological infrastructures that enable seamless data sharing together with robust data protection and that can be operated through inter-operable (national) digital systems to support well-coordinated integrated care systems.
Actions and activities related to the ECCM components delivery system design, decision support and self-management were most frequently found in the improvement plans. To the best of our knowledge, no other studies used the ECCM to describe ways of working of integrated care programmes and the content of improvement plans. Other studies in which CCM components were used to describe such programmes also primarily included activities related to delivery system design and/or self-management [5, 6, 54, 55] . The incorporation of actions and activities related to these components suggest a collective recognition among local projects of the need to work towards better inter-professional and inter-organisational collaboration and communication, and also towards the empowerment of older people and informal caregivers. However, actions and activities related to the three additional components of the ECCM (build healthy public policy, create supportive environments, and build and strengthen community capacity and action), and most especially actions related to building healthy public policy, were found in only a smaller number of existing ways of working and improvement plans. As mentioned, the ECCM, rather than the CCM, was used to provide a framework for describing and comparing the integrated care sites in SUSTAIN. The ECCM incorporated a broadly-based focus on prevention by including the social determinants of health, and the principles of health promotion as well as clinical prevention services [7] . The additional ECCM components reflected the need for closer associations between health service systems and the community, including social care and the voluntary sector. As such, the ECCM was consistent with the criteria we developed for inviting integrated care sites to participate in the SUSTAIN project, being broadly-based prevention and involvement of community services [26] , and therefore thought to be suited better to this study. However, our analysis showed that integrated care sites were more often underpinned by components from the CCM than by the additional ECCM components. Thus we concluded that most of the sites in our study did not appear to have adopted the approaches based on addressing social determinants of health, population health promotion and community capacity building that the ECCM and its evidence base suggest are necessary for optimising integrated care. Similar limitations have also been recognised in earlier studies [24] . A possible reason may be the composition of groups of stakeholders involved in developing the improvement plan, which were particularly medically focused and lacked representation from health promotion practitioners. Merging population health promotion with clinical health care services may yet contribute to improved outcomes for older people and their informal caregivers [7] . As such, the under-representation of ECCM components highlights the need for greater attention to the population and community-oriented elements within integrated care for older people with complex needs [24, 56] . Further knowledge about how to incorporate population health promotion and enhanced community participation into integrated care models appears to be required.
Strengths and limitations of data collection and analysis
Comparison of integrated care sites across different countries and care settings, necessarily poses methodological challenges. Accordingly, the country-specific research teams were expected to employ common templates for data collection and analysis. Although small variations in the way data were collected were observed, no significant differences were found, which provides a reasonable degree of confidence about the consistency of our approach. To understand the coherence between individual data sources for each site and to overcome issues with different languages in which data have been collected, the overarching analysis team conducted content analysis of documents provided by the country-specific research team. The reliability and validity of our findings were also tested, as described above, by checking the results from the overarching analysis with country-specific research teams and their local sites. In all these ways, therefore, the SUSTAIN project sought to mitigate the challenges posed by its multiple sources of data, and multiple contexts as well as the different (methodological) backgrounds of its research partners.
In addition to collecting and analysing site-specific data, country-specific research teams also collaborated with local stakeholders to facilitate the design of the improvement plans. The potential risks to methodological rigour of this dual role should be acknowledged [26] . SUSTAIN's approach had anticipated this by distinguishing two types of research partners. The overarching analysis team consulted members of the country-specific research teams about the sites in their countries, which was intended to mitigate these potential risks by reinforcing their scientific distance from their data as well as creating space for critical reflection on their own role in the research process.
Conclusion
Integrated care sites across Europe that sought to implement improvements were found to experience similar challenges in their existing ways of working. Improvement plans to address the challenges tended to have one of two different emphases: 1) improvement of local stakeholder communications and collaborative processes, leading indirectly to improvements in care delivery, and 2) direct improvement in care delivery systems and tools.
Adoption of the ECCM model as a tool for cross-site comparison suggested that, in the main, the sites did not draw on the perspectives and approaches associated with broader approaches to prevention, population health promotion and community involvement. Greater attention to the population and community-oriented elements within integrated care for older people with complex needs may bring the development of integrated care a step further.
